The authors present a methodological proposal for studying suicide and suicide attempts from a combined socio-anthropological, epidemiological, and 
Introduction
The focus of this article is an interdisciplinary methodological discussion, including triangulation, on the phenomenon of suicide. Unlike the study presented here, few studies have simultaneously examined the individual, social, anthropological, and epidemiological aspects of suicide. In general the micro and macro dimensions remain dissociated in polarities that prioritize either the individual or society. However, recent studies have begun to draw correlations between risk factors in different dimensions by examining psychiatric, family, psychosocial, socioeconomic, and demographic data 1, 2 .
Suicide is a complex problem determined by the interaction between various factors: the biological contribution, personal history, family history, circumstantial events, religion, socio-cultural environment, and historical and socioeconomic context. These numerous facets suggest both case studies on the role played by victims themselves in their own deaths and descriptions of historical, economic, social, and cultural factors associated with the context of occurrence of self-inflicted death, as well as statistical studies of population data contextualizing the problem within the framework of overall morbidity and mortality, in the group of external causes and specifically among the cases of attempted and completed suicide in the various regions studied. To establish such a complex methodology situating individuals retrospectively in their existential moment preceding the suicide act, in the historical and social context of their time, and in the scenario of external causes of death among population groups in the region, State, and country of origin, it was necessary to triangulate various approaches.
Methodological triangulation allows going beyond the more classic approaches to foster dialogue between objective and subjective issues, by integrating theoretical and methodological contributions from different disciplinary fields, correlating trends, structures, actions by subjects, indicators, and micro and macro social factors 3, 4 . Thus, to study suicide in a multidimensional and multi-causal way, we link fragments of classical sociology 5 with the psycho-sociological approach 6, 7 presenting an analytical synthesis.
We used this approach in an empirical study in the city of Itabira, best known as the birthplace of Brazilian poet laureate Carlos Drummond de Andrade and the mining conglomerate CVRD, in the State of Minas Gerais. The municipality has some 100 thousand inhabitants, and its socioeconomic and cultural life has revolved around the mining industry for more than 60 years. The local suicide rates are historically higher than the Brazilian national average, and in the 1990s they increased, accompanying the industrial restructuring process in the mining company, previously state-owned, but privatized in 1997.
Our research method is illustrative in the sense that it can be applied in various dimensions, amenable to being approached in a relatively small socio-demographic area. The key underlying question was: can the increased suicide rates represent a crisis of socioeconomic and cultural degradation in a concrete social space? This question also constitutes our working hypothesis, leading us to link macro-social dimensions to subjective, medical, and microsocial situations and reasons for explaining the social depression that plagued the municipality and was reflected in its residents.
The theoretical and methodological proposal described here has no parallel in Brazilian or international studies. We approach three dimensions: the macro and micro-social; the populational and collective; and the subjective, using the following for this purpose (1) a socioanthropological approach to the context, (2) an epidemiological morbidity and mortality approach, and (3) a psychosocial study. During the research process we combined qualitative and quantitative strategies.
Theoretical basis for a complex approach to the phenomenon When Émile Durkheim published his classic study on suicide 8 , which sociologically explained an individual event that appeared to depend on personal and psychological factors, he not only contributed to legitimizing sociology as an independent discipline, but also provided the conceptual framework that is still relevant for explaining suicide as a way of dissolving social ties, as shown by Nunes 9 in his review of this classic work. In Durkheim's words 8 By taking a statistical hypothesis within a positivist approach as his basis, Durkheim elaborated a theory of suicidal acts as social acts, without taking into account the existential meanings of concrete subjects embodied in social life. Douglas 10 , a scholar of suicide with a social focus, ascribes importance to the biographical and qualitative approach, a focus developed in the work by Baechler 11 (p. 17), stating that "one can interpret suicide as a response to a situation: all suicides result from the fact that the suicidal individual has let himself get caught in a trap. Suicide can thus be interpreted as a 'strategic' solution by the individual to existential problems." In this sense, it is highly recommendable to combine epidemiological and case-study approaches, methods that allow comparing macro-social and micro-social factors, combining notions such as social action and inter-subjectivity.
While evaluating two centuries of violence in Europe, Chesnais 12 concluded that suicide is universal and impregnated with anthropological, religious, ethnic, cultural, environmental, and individual elements. Suicide rates tend to remain constant over long periods of time and to differ between cultures. A sudden increase in overall or age-specific rates can be considered a symptom of abrupt change and social powerlessness. High suicide rates were observed in the 1930s, during the Great Depression; low rates were observed in the 1940s, during World War II, when the concern over preservation of life increased; and since the 1950s a gradual increase has been observed worldwide 13 . These data indicate the relevance of socio-epidemiological research methods.
The choice of a psychological method adapted to a psycho-sociological frame of reference took into account the field of suicidology, in expansion since the late 1950s thanks to Edwin Shneidman, considered the founder of this discipline, and other renowned suicidologists 14, 15, 16 . According to Shneidman, in the Western world suicide is a conscious act of self-annihilation, best understood as a multidimensional ill-being in a vulnerable individual, defining a thematic problem to which self-extermination is perceived as the best solution 17 . Shneidman, in addition to reviewing the contribution of important authors such as Minous, Alvarez, Durkheim, Karl Meninger, Baecheler, and Aaron, situates the psychological perspective in light of other historical, literary, sociological, and psychiatric approaches 14 .
A recent study by Shneidman 18 linked the testimony by relatives, friends, and professionals who witnessed suicide cases and joined with other suicidologists to develop different explanations on (1) what happened?; (2) why it happened?; and (3) whether self-annihilation could have been avoided. According to the author, the success of psychological autopsies lies not in providing a single type of analysis of cases, but in presenting different perspectives on death and the intention to die. Suicide is one of the most illusive and uncertain of themes, and even when we succeed in reaching a single, harmonious explanation, it can still remain confusing and complex for the survivors.
To treat suicide with a complex methodology, we chose to base our method on theoretical thrusts that contrast with the available theories from the last one hundred years, according to a review by Shneidman 14 , or in the last decade according to studies by Lester & Thomas 15 . The latter emphasize the quality of suicide research from the 1960s and 70s and regret the trend in research from the 1990s, during which time they contend that research was poor and lacking in theorization, with no new themes presented 15 . In the 1960s, the authors continue, research closely scrutinized the details of individuals' social relations, frequently observing interacting styles. Current research highly values standardized questionnaires and distant variables, funneling and narrowing the field of study. Our proposal runs counter to the current trends and agrees with the suggestions by Lestes & Thomas 15 in the sense of prioritizing the examination of social ties, contexts, and subjectivities, thereby raising new questions.
Explanatory models
Three explanatory models, treated in their interfaces, were chosen as the basis for our proposal: (1) the sociological model, which treats suicide as a social fact embodied in a historical and cultural context; (2) the psychological model, focusing on subjectivity in the network of intra-inter-trans-personal relations; the (3) the nosological model, which relates suicide to psychopathological alterations in the field of mental disorders, disruptions, or diseases.
The point of departure for the "sociological model" conceived by Durkheim 8 is the idea that suicide is an eminently social event and should be studied according to the rules of the sociological method. Durkheim sees suicide as linked to forces that transcend individuals, using data to show that its increase is inversely proportional to the degree of individuals' integration into society, varying according to cultures: "each people has its own suicide trend" 8 (p. 50). According to the author, suicide rates are constant in a given society, which explains its "normalcy" in human communities. Nevertheless, suicide waves occur, namely abrupt changes in the number of suicides in historical moments involving profound social and economic transformations, affecting both individuals and cultural life.
Plausible questions could be raised concerning the case of Itabira based on the Durkheimian concept of suicide wave, given the increases in the town's suicide and attempted suicide rates in the 1990s. 19 allowed a real and metaphorical reading of the suicide-prone environment in Itabira. The hypothesis of the macro-sociological analysis followed the trail of Durkheim and various other authors such as Chesnais 12 , Bourgeois et al. 20 , and Ostamo et al. 21 . A recent article by the latter 21 showed a major increase in suicide attempts associated with socioeconomic depression during a historical moment similar to the current study (1989) (1990) (1991) (1992) (1993) (1994) , in Helsinki, Finland.
Cad. Saúde Pública, Rio de Janeiro, 22 (8) The "psychological model" proposes to link two distinct but complementary areas: (1) clinical psychology and (2) social psychology. The clinical focus considers psychodynamic 22 , cognitivist 23 , existential 24 , and systemic studies 25 integrated into the conceptual frameworks of suicidology 14, 15, 16, 17, 18 . The social focus uses the approach of psycho-sociology 6, 26 , a hybrid reference linking sociological and psychological perspectives, taking discourse analysis into account 7 . The psycho-sociological view favors both the social contextualization of individual suicide stories, enriched by the clinical focus, and allows the formulation of analytical categories to find traits that lend unity to isolated cases. Three studies 13, 22, 25 illustrate the abovementioned use of clinical references. Cross et al. 13 illustrate the interpretative wealth of the psychological autopsy in light of the psychodynamic focus, highlighting the Freudian view of suicide as an aggression against an introjected love object; the cognitivist view, which relates suicide to a lack of problem-solving ability in the face of stressful situations; the existentialist view, focusing on the difficulty some individuals experience in lending meaning to their lives; and the focus based on theories of suicidology, as presented by Shneidman 27 in describing degrees of disorder in which persons can become enemies of themselves.
Sampaio 25 conducted experimental clinical investigation with young people who had attempted suicide. This author links the individual, family, and social perspectives, highlighting the young person's and family's points of view and their principal forms of social belonging. The suicide attempt is seen as a triple failure to alter an unsustainable situation (at each of the three levels). In this study 25 , we underscore the author's integration of the psychoanalytical and systemic references to shed light on the theme. In the systemic focus, individuals are studied in their relational networks, based on interactive patterns that can favor or hinder each member's individual expression. Individual growth is confronted with the need for cohesion and unity in the family system, which under dysfunctional circumstances can produce suffering and generate suicide attempts or suicides, interpreted as symptoms of the system. Along the psychoanalytical line, we cite the work of Cavalcante & Minayo 22 , analyzing three psychological autopsies from the research in Itabira, revealing the wealth of discursive clues found in family utterances ant the eloquence of suicide as the final speech act.
Psycho-sociology raises the possibility of simultaneously tracing a macroscopic and microscopic dimension of social reality. In this focus, we seek a simultaneous view of the psychological and the sociological that results in something more than the sum of the parts. The rationality and intentionality of meaning seen in social actions are contrasted with situational, relational, or subjective factors.
The "nosological model" studies suicide as the result of disorders or illnesses associated with organic limits or psychosocial and environmental problems. According to Diekstra 28 , suicide appears among the ten most frequent causes of death in individuals of all ages. Ernst et al. 29 emphasize that 90% of suicidal individuals display a detectable psychiatric disorder in psychological autopsies and that 15% of the deaths are associated with mood disorders, depression being the most relevant 29, 30 . The principal risk factors associated with suicide are: male gender, psychiatric problems, family history of suicide, and previous attempts. According to a review by Gunnell & Frankel 31 , 30% to 47% of individuals who committed suicide had a history of previous attempts.
Conner et al. 32 , in a comparative study on violent conduct and fatal accidents, concluded that predictive factors for suicide are related to violent behavior in the last year of life, especially among young people and women. Violent individuals are more prone to end their lives than to die of accidents. Agitated depression, serotonin disorders, personality disorders with impulsiveness and aggression, and interpersonal crises become relevant risk factors for suicide. A sub-group of alcohol users also displayed high risk when their behavior was characterized by impulsiveness and aggression. Female alcohol users showed a higher propensity to commit suicide than males.
There is a tendency in the European literature 33 to group "suicide attempts" and "selfmutilating acts without the intention to die" in a single category called "parasuicide", a trend still not incorporated by the international literature. In a review of the English-language literature from the last two decades, Welch 33 concluded that there is little information available on parasuicide; the study methodologies and definitions vary; there are more studies in hospitals, with underreporting of cases that do not involve medical assistance; there is a lack of standardized tabulation of suicide attempts; and there is a lack of research on incidence and use of control groups. Risk factors for parasuicide include: female gender, younger age, single or divorced marital status, unemployment, recent changes in one's life situation, mental disorders, and previous attempts.
Methodology for approaching suicide as a complex phenomenon Socio-anthropological study
We conducted two distinct but complementary studies; the first anthropological study will not be described in detail here in terms of its methodology, since it has already been published in book form 19 . In this investigation, Minayo reconstituted the history of workers at the CVRD mining company, marked by the historical development of the largest iron ore exporting company in the world over the course of the last 60 years. Given that 90% of Itabira's economy hinges on mining, the study analyzes the characteristics of the entrepreneurial state at the local and national levels and highlights the effects of privatization during the 1990s on workers' subjectivity and the social and political costs of this change for the city. It was precisely this transition marked by industrial restructuring introducing abrupt changes that lead to the central question in this research: can an increase in suicide rates represent a crisis of socioeconomic and cultural degradation in a given social space? This study contains a detailed analysis of relations between the company and the town of Itabira and the economic, social, and political effects for its population based on the current changes, clarifying numerous points in this investigation.
In the second socio-anthropological study, we link the first with epidemiological and psychosocial approaches. The previously cited book 19 provided the tone and thrust for the latter two, so that the fieldwork involved the technique of observing the local context and systematically recording ethnographic information on the theme under study. We sought to understand the weight of a closed culture on work and the family within the traditional pattern of company towns 21 ; the cultural roots marking the construction of Itabira's identity (with peasant and farming/livestock raising origins, a history of pan-mining during the goldmining era, and more recently iron ore mining); and further noting that the town offers educational and work areas and cultural, recreational, and sports attractions beyond work itself and outside the home. Considered jointly, these data help understand the social depression that took the town by assault.
Epidemiological study of morbidity and mortality
We conducted an epidemiological study of the descriptive type. In two previous studies, Minayo & Souza produced a temporal analysis of mortality from external causes 34 and mortality from suicide 35 in Brazil in the 1980s and 90s. In a third study 36 , we analyzed suicide among young Brazilians ages 15-24 years in nine metropolitan areas from 1979 to 1998. The methodology in the current study involved two distinct procedures: (1) an epidemiological analysis of overall morbidity and mortality in Itabira and (2) an epidemiological analysis of suicides in Itabira.
• Epidemiological analysis of overall morbidity and mortality in Itabira
In order to identify the general causes of death and hospitalization, we studied the group of "violence and accidents" and the subgroup "suicide" according to gender, age bracket, marital status, and schooling; alleged causes of suicide and suicide attempts, and the means used. We analyzed the period from 1990 to 2001 for mortality and the year 2000 for hospitalizations. We obtained the data from the Mortality Information System (Sistema de Informações sobre Mortalidade -SIM) of the Brazilian Ministry of Health, a national system created in 1975 which covers nearly 100% of deaths in Brazil, and from the Hospital Information System of the Unified National Health System (Sistema de Informações Hospitalares/Sistema Único de Saú-de -SIH/SUS) of the Ministry of Health (Ministério da Saúde -MoH), implemented in 1993 with the purpose of reimbursement for hospitalization in public and outsourced hospitals. The latter produces administrative data covering 80% of hospital care in Brazil. We based our study of the data on the International Classification of Diseases (ICD-9 37 and ICD-10 38 ). We calculated the mortality rates from violence and accidents during the period 1990 to 2001, according to the entire set of such causes and the specific subgroups (traffic accidents, homicide, suicide, falls, etc.), based on the resident population as provided by the webpage of the Information and Information Technology Department of the National Health System (Departamento de Informação e Informática do SUS -DATASUS -www. datasus. gov.br), a government source available on the Internet. To situate Itabira vis-à-vis other realities, we analyzed it in comparison to the overall national Brazilian data and those for the State of Minas Gerais and the State capital Belo Horizonte. We calculated the overall mortality rates according to gender and age bracket.
Cad. Saúde Pública, Rio de Janeiro, 22 (8) 40 .
In order to improve the information on suicide, which is known to be underreported, we conducted an active data search in the local notary public's office and in the local Military Police Battalion, with reports from 1996 to 2001, the period during which there were records available by gender, age, month of occurrence, occupation, and means used in suicides and suicide attempts. The notary public uses the same death certificate that generates information for the Mortality Information System. As a second source, we used the police reports filed on suicides at the Military Police Battalion. The criterion for including data was that they appear on both the death certificates and police reports. We excluded deaths resulting from other causes or those in which the cause was difficult to elucidate.
We gathered data on morbidity from Injuries and Poisonings from the "2001 Reduced Files" database on Hospital Admissions Authorizations (Autorizações de Internação Hospitalar -AIH), the CD-ROM on Hospital Morbidity in the SUS by place of residence, technical notes (2002) 41 . We defined primary diagnosis as the injury leading to hospitalization and the secondary diagnosis as the external cause generating the injury and hospitalization. This was possible because MoH Ruling 146 of November 13, 1997, makes it mandatory to specify the two types of diagnosis 42 . However, we observed insufficient training in adequately filling in these two categories, and there were frequent cases of the two diagnoses being switched. The morbidity study covered Itabira and also Belo Horizonte, Minas Gerais State, and Brazil for the year 2001.
We analyzed suicide attempts according to the variables gender, age, occupation, season, length of hospital stay, and case fatality. We compared the data from the AIH with an active data search in the Military Police Battalion and with the reports on completed suicides. We produced a large volume of data allowing us to support and compare the other levels of socioanthropological and psychosocial analysis.
Psychosocial approach
In the clinical and psycho-sociological investigation, whose theoretical basis has been described above, we gathered qualitative data over the course of 2003. The study involved: (1) a literature review for drafting a psychosocial interview script; (2) the creation of two semistructured interview scripts, the Psychosocial Autopsy Script, aimed at a retrospective assessment of suicide cases, and the Psychosocial Harm Assessment Script, to gather primary data on suicide attempts; (3) contacts with the Municipal Health Secretariat for an understanding of the local health system, community services, and public agencies that act in cases of suicide or suicide attempts and to define the psychosocial data collection procedure, aimed at selecting and approaching the families with histories of suicides or attempts, for subsequent interviews.
In drafting the interview scripts, we took into account the research tradition using psychological autopsies, but differentiating our method from some approaches such as those of: (a) Cheng et al. 1 , who prioritize clinical and nosological data combined with psychiatric or psychosocial risk factors. Although important and original, this approach is based on endless semi-structured scales that fragment the information into variables, diluting the possibility of identifying a subject, a subjectivity, and a socio-cultural facet in their midst; (b) Werlang & Botega 43 , who base their approach on an indepth literature review and systematic testing of a semi-structured interview for the psychological autopsy, but make the mistake of utilizing an overly "psychologizing" language in most of the questions comprising the interview, thus committing an obvious psychological reductionism; and (c) Arenales et al. 44 , who demonstrate how the lack of a clear and welldrafted interview script can lead to poor and inconclusive analyses.
We drafted interview scripts taking the following into account: (1) the possibility of integrating clinical and nosological data within a biographical and socio-cultural context; (2) attention to avoid getting trapped in psychological or sociological reductionism and to value spontaneous narratives and culturally contextualized language, values, attitudes, and beliefs, behavior patterns, and social networks; (3) as a consequence, the use of a common language allowing a careful approach to the theme and facilitating the description of the individuals' biographies and social networks. We found two international sources of inspiration in the Guidelines for Identification, Assessment, and Treatment Planning for Suicidality 45 , developed by the Suicide Risk Advisory Committee of the Risk Management Foundation, Harvard Medical Institution, and the work of Sampaio 25 , due to his integrated and global vision in his study of suicide. The theoretical contributions of Shneidman 14, 17, 18, 27 , father of the psychological autopsy, enriched our use and analysis of the instruments, adapted here for psychosocial purposes.
The psychosocial autopsy and psychosocial harm assessment each contained up to 67 items or questions distributed among the following areas: (1) personal and family identification; (2) social characteristics (profession, living conditions, etc.); (3) family genealogical tree; (4) assessment of the setting for the suicide or suicide attempt (circumstances preceding or following the act); (5) image of the act or attempt within the family (reactions and impressions by the family system and victim); (6) mental state preceding the suicide or attempts (quality of thoughts, feelings, and emotions, changes in conduct and degrees of discernment, mood or perceptional changes, change in worldview, regular or sporadic treatment, psychiatric diagnosis); (7) personal biography (of the individual who committed or attempted suicide): childhood and adolescence, adulthood and old age, family and social milieu, significant problems and contacts, school -school record and its relevance -, work/employment: position in the labor market or loss of employment, institutional relationships: church, trade union, clubs, associations; (8) self-portrait and way of life (self-descriptions, similarities and differences, reactions to adverse situations, routines, and lifestyle changes). The application of the interview scripts differed in the order and form of the questions.
We chose a case selection that would respond to the sensitivity of the health professionals who were mobilized by the issue at the local level. Given that the Family Health Program of the Municipal Health Secretariat had direct access to the community and covered the entire municipality neighbor-by-neighborhood in both the urban and rural areas of Itabira, we preferred to access the families through this program, with the support of communitybased health agents with a firsthand knowledge of the community's reality. As key informants, these community-based health agents described situations to us and assisted us in the selection process. We managed to collect cases of suicide and suicide attempts by gender, age bracket, and means of perpetration.
We also opted to approach the problem in different neighborhoods in the urban area so as to cover the broadest possible territory. We included a rural area with high suicide prevalence. Among the 26 cases of attempted suicide, we interviewed 15 families, and for the 32 completed suicides we interviewed 13 families. To achieve free adherence by the participants, our universe was 2.5 times greater. The principal cause of refusal to participate was the desire not to touch on the issue. We also held open interviews with eight key social actors (health professionals, health council members, community-based health agents, community leaders, and religious leaders), due to their strategically important social activity in the city. We aimed at adequate socio-cultural contextualization of the theme. A total of 28 families and 8 strategic leaders were interviewed.
The interviews were conducted by a psychologist with extensive clinical experience in family practice and qualitative research, after obtaining informed consent and assembling the respective genealogical tree. The interviews were taped with prior authorization. There was only one meeting with the interviewees, lasting a mean of two hours. We opted to hear as many family members as possible both in the psychological autopsies and harm assessment. We felt that the information would be more dynamic and in-depth if it integrated different points of view, which the family and social support system could help guarantee. We conducted the interviews directly in the homes, allowing the construction of an overview of each family's living conditions.
Final remarks
The current methodology appeared to raise certain apparently irreconcilable contrasts. On the one hand was classical sociology, for which studying the individual is only justified as the greater expression of a collectivity; on the other hand was a clinical psychology that described subjects and their subjectivities in such a unique and original way that it appeared impossible to extract a collective view. It was in this polarity and tension that we dared to de-velop this work, with the certainty that each theory and each method considered separately would not combine the elements needed to answer specific research questions. On the contrary, without these respective contributions, the research results would be impoverished.
In this methodological triangulation, we started with an extensive ethnographic study highlighting the relevance of a symbiotic relationship between the town of Itabira and the mining company CVRD. In the midst of the crisis in international and national industrial restructuring with local specificities, suicide appeared as a relevant category for the population and became the object of study and a crosscutting theme in the psycho-socio-epidemioanthropological approach. The triangulation resulting from the formal approach between disciplines and methods made it possible to respond to the study hypotheses. The effort proved fruitful because there was communication between us, with our knowledge and disciplinary limitations, allowing us to give visibility to a highly relevant social problem in its multiple dimensions, casting a relative light on the existing opinions on the subject that prioritize merely the issue of industrial restructuring.
The epidemiological study showed that the suicide rates increased over the 1990s and peaked in the year of privatization, then tended to decrease in the latter part of the decade, which to a certain extent responds to the key question posed at the beginning of the study and cited in this article. There was evidence for an increase in suicide rates accompanying critical moments in the interface between the town and the company, due to the radical structural changes that preceded and followed privatization of the CVRD, with an evident impact on the local economic and cultural life. The subsequent downward trend in the rates could indicate that the population is adapting to the new changes.
In the 13 psychosocial autopsies, we found two cases of former CVRD employees. In one case we observed the effect of work pressure on a person who already had a family history of mental illness, indicating that the causes of suicide are multiple and multifaceted and cannot be attributed to linear causality, which corroborates Shneidman 14 in the sense that suicide is a slippery issue. In the other case, it was possible to understand the rigidity in the construction of a worker's identity: he retired from the company and in his old age chose to invest his lifetime earnings in a mining company, attempting to imitate the grandiosity of CVRD where he had worked. His dream came to nothing, and in a state of severe, deep depression, he committed suicide. His rigid character and an authoritarian upbringing in relation to work and life progression were factors that made his depression fatal by eliminating all meaning from his life.
Despite facing the specific limits of each area, such as underreporting of epidemiological data and the typical distortions of psychosocial autopsies, our methodological triangulation proved highly productive. In our opinion, disciplinary exchanges do not make up for flaws in disciplines or the deficiencies of experts. Still, if researchers are willing to seek the best in each approach in order to study a theme like suicide, it is possible to enrich the interpretations and to complement important information on social and human problems that resist fitting into disciplinary reductionism. 
Resumo

